
   

 

 
 

 

 
 
 
 

 

 

 
 

 

 

 

 

 

     

   

 

   

   

   

   

DDD-1658A FORFF (2-23) ARIZONA DEPARTMENT OF ECONOMIC SECURITY 
Division of Developmental Disabilities 

AGENCY WITH CHOICE: INDIVIDUAL REPRESENTATIVE 
Member’s Name (Print or type): 

AHCCCS ID #: Date: Next Review Date (Optional): 

By signing below, I understand that: 
• An Individual Representative means a parent, family member, guardian, advocate, or other person appointed by the

member to serve as a representative in connection with the provision of services and supports
• A legal guardian automatically assumes the role of an Individual Representative
• An Individual Representative (including the legal guardian) is prohibited from serving as a paid caregiver for the

member choosing the Agency with Choice, member-directed service option
• The Individual Representative is appointed to perform the following responsibilities related to the Agency with

Choice, member-directed service option on behalf of the member:
○ Elect the Agency with Choice, member-directed option
○ Enter into a co-employment agreement with the Agency with Choice provider agency
○ Direct the provision of care, as outlined in the Partnership Agreement (DDD-1659A)
○ Participate in the service planning process including signing the Service Plan (DDD-1500A)

• The member is involved, to the maximum extent possible, in the appointment of the Individual Representative,
including changes in that appointment, as needed

• The Individual Representative will act in the best interests of the member and is able to perform the designated
responsibilities

Be aware that the term “Individual Representative” does not have the same meaning as the term “Authorized 
Representative.” An Authorized Representative helps ALTCS members with eligibility related processes and decisions, 
not service planning. 

AGENCY WITH CHOICE INDIVIDUAL REPRESENTATIVE: 
Any previous appointment of an Individual Representative is revoked upon the effective date of this appointment. 

Individual Representative’s Name (Print or type) Relationship to Member 

Address (No., Street, City, State, ZIP Code) 

Phone Number  Email Address 

Signatures: 

Member’s Signature Date 

Individual Representative’s Signature Date 

Support Coordinator’s Signature Date 

Equal Opportunity Employer / Program • Auxiliary aids and services are available upon request to individuals with 
disabilities • To request this document in alternative format or for further information about this policy, contact the Division 
of Developmental Disabilities Customer Service Center at 1-844-770-9500; TTY/TDD Services: 7-1-1 • Disponible en 
español en línea o en la oficina local


	memberName: 
	AHCCCSid: 
	date1: 
	reviewDate: 
	individualName: 
	relationship: 
	address: 
	phoneNO: 
	emailAddress: 
	sigDate_1: 
	sigDate_2: 
	sigDate_3: 


